Always cite the published version, so the author(s) will receive recognition through services that track citation counts, e.g. Scopus. If you need to cite the page number of the TSpace version (original manuscript or accepted manuscript) because you cannot access the published version, then cite the TSpace version in addition to the published version using the permanent URI (handle) found on the record page.
Innovative, effective interventions and evidence-supported practices have the potential to greatly enhance the health and quality of life for marginalized populations. During the process of planning and implementing model interventions in diverse community settings, however, individual, organizational, and societal factors come into play and can strongly influence the extent to which they are carried out as intended (i.e. achieve fidelity to the model). So while "extensive and persuasive evidence … confirms the powerful impact of implementation on outcomes (Durlak & DuPre, 2008) , p. 340," the complicated mechanics underlying implementation are elusive, in no small part because implementation is not a one-time affair, but rather an ongoing process. To understand and test the value of promising interventions, "attending carefully to the process of implementation" over time is imperative to maximize impact (Carroll et al., 2007; Durlak & DuPre, 2008; Powell, Proctor, & Glass, 2014) .
Consensus is broad that an intervention's core "theoretically important" elements determine how its fidelity is defined and measured. And, while the permissibility and role of adapting a model to suit local contexts is a matter of some debate, most contend that some adaptation is both inevitable and important (Durlak & DuPre, 2008; Matejkowski & Draine, 2009; Neumiller et al., 2009; Watson, Orwat, Wagner, Shuman, & Tolliver, 2013) . Although it is acknowledged that implementation is an ongoing process, what it means to sustain fidelity in a dynamic context is less well understood. A recent compilation of dissemination and implementation research in health noted the "limited amount of research attention to barriers and strategies for achieving sustainability" and of research examining "naturally occurring implementation processes (Brownson, Colditz, & Proctor, 2012) , p. 409." Although research on sustainability is relatively new, it has already shifted from a linear perspective of whether and/or how well fidelity is achieved over time, to one of an "adaptation phase" as the model becomes F o r P e e r R e v i e w 2 | P a g e integrated into local contexts (Chambers, Glasgow, & Stange, 2013) .
Researchers agree that quantitative fidelity measures are important for assessing implementation, but that qualitative approaches are requisite for capturing contexts and processes (McNaughton, 2012; Palinkas et al., 2011) . A recent editorial asserted that homeless-specific interventions especially: "must recognize the front line-and midlevel staff who are providing services and the importance of their contributions to deliver programs that best serve their populations (Casey, Clark, Smits, & Peters, 2013) . That is, the perspective of social workers and other practitioners who are implementing the intervention is imperative to understanding factors influencing the quality and consistency of implementation. We would argue that these perspectives are important not only for learning how the model is initially implemented, but also for determining whether/how it is sustained over time.
Housing First Implementation and Fidelity
Housing First (HF) is an intervention designed for adults experiencing chronic homelessness and mental illness; it diverges from more traditional 'treatment first' models by providing permanent housing and clinical supports without requiring treatment compliance as a prerequisite for housing access. Consistently positive outcomes, including residential stability and decreased use of expensive services like emergency healthcare, have contributed to rapid dissemination of this model over the past decade (Watson et al., 2013) . Though broadly adopted, researchers have noted inconsistencies in implementation and even some confusion about its core elements (Henwood, Stanhope, & Padgett, 2011; Watson et al., 2013; Wong, Filoromo, & Tennille, 2007) . A review of HF in Canada noted "that fidelity to the core principles of Housing First may not be adhered to as it becomes more popular is not an idle concern (Gaetz, Scott, & Gulliver, 2013) , p. 5)." Research on how HF can be sustained over time is even more scarce. Research Questions. One reason sustainability of interventions is understudied is the constrained time frames for most research projects (Chambers et al., 2013) . Our study has the advantage of data collected over 18 months as part of "At Home/Chez Soi" (hereafter At Home), the largest field trial of HF implementation to date. This study focuses on two primary research questions: Q1: How/do HF fidelity and implementation challenges change over time in a large urban center? And, Q2: What are the effects of a dynamic, shifting landscape on practitioners'
capacity to achieve and sustain fidelity to the model over time?
Methods
Mixed methods were used to assess HF implementation in Toronto, a large Canadian city Questions included probes customized to individual team fidelity assessments.
Data Analysis
All interviews and focus group sessions were audio-taped and transcribed, then compared to ensure accuracy and consistency. The interviewer/facilitator, a research coordinator, and a Principal Investigator for the study comprised the team to conduct thematic analysis (Braun & Clarke, 2006) . The interviewer and coordinator coded two key informant interviews and two focus group transcripts independently, compared results and reached consensus on discrepancies.
The interviewer coded the remaining transcripts using NVivo 9.2 software. The data analysis team met regularly during this process to discuss coding categories and reduce them to smaller set of higher-level themes; they collectively ensured themes were internally coherent, consistent and distinctive (Braun & Clarke, 2006 
Results

Q1: How/do HF implementation challenges change over time in a large urban center?
Several structural challenges affected providers' capacity to implement and sustain HF, including diminished resources and services, but this study is focused on those factors more apt to be under their control.
Overall fidelity improves over time. The project teams implementing HF achieved high fidelity scores during the baseline assessment, averaging 3.1-3.9 (on a scale of 0-4, where 4 represents the best possible score) on each of the Fidelity Scale's primary domains. [See Table 1] At follow-up 18 months later, the teams had retained or improved on these scores. While each team improved their overall fidelity ratings between baseline and follow-up, the ACT Team had the highest overall ratings, and the ICM team with the lowest ratings of the three teams showed the greatest improvement between assessments. [ Table 1 here] Some troublespots persist. From the Fidelity Scale, three items emerged as troublespots. 1) Housing Availability, the extent to which the program helps participants move quickly into permanent housing units of their own choosing; 2) Contact with Participants, the extent to which the program has a minimal threshold of non-treatment related contact with participants; and 3) Participant Representation in the Program, the extent to which participants are represented in program operations and have input into policy. We deemed these "persistent challenges" because the three teams combined rated an average of 2 or lower on these measures at both time points.
Operating pressures ease. Providers unanimously asserted that the implementation process became easier and more efficient over time, reflecting the overall improvements seen in the fidelity ratings between baseline and follow-up. Initial enrollment pressures eased, and 6 | P a g e partner agencies became clearer about roles and responsibilities. A typical comment was: "I think it's been much more smooth. I think we've ironed out our relationships with the partners so that we could be more task focused. The foundation has been done. The protocols have been done. The agreements amongst partners has been done. So, I would say it's running quite well."
Priorities and recovery goals shift. As the mechanics of implementation smoothed, service providers remarked on two closely related developments resulting from the time participants had spent in housing. For one, providers and stakeholders from each team described a marked shift from helping participants access initial housing to helping them maintain their housing, adjust to independent living, and progress in their recovery. Comments included:
"[We're] shifting more to housing maintenance. Clients are not constantly living in survival mode anymore;" "Clients are living their lives as opposed to surviving;" and, "Once the stress of the housing piece was, for the most part, looked after. …it's starting to get into the recovery aspects, quality of life, community integration." Relatedly, service providers were increasingly addressing issues related to re-housing, rather than accessing initial housing, for participants who preferred to move or were being evicted from their first housing for various reasons.
Q2: What are the Effects of a Shifting Landscape of Implementation on Practitioners'
Capacity to Sustain Model Fidelity?
First, some troublespots identified at baseline changed and developed into persistent challenges by follow-up; we use the three identified by the fidelity scores (described above) as illustrations. Second, shifts in the implementation landscape exposed key strengths, revealing what strategies worked best over time to achieve and sustain fidelity to the model. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r P e e r R e v i e w 7 | P a g e participant's choice were related to lack of affordable housing in desirable neighborhoods and the desire to continue searching for housing that met consumer's preferences (Zerger et al., 2014) . Although administrative procedures became streamlined by follow-up, and the majority (80%) of participants had accessed and remained in housing, service providers continued to experience difficulties accessing housing largely because their attention was shifted to rehousing participants rather than accessing initial housing.
Providers found options for re-housing, especially for participants faced with eviction, especially limited. Many of these participants had "burned bridges" with landlords, who in turn opted to decline future tenants from the project; this narrowed the pool of units available for both first and subsequent housing. Providers and leaders from each team remarked on this:
"Simply less choice in options for re-housing since the relationship with the landlords might follow them;" and, "Transferring participants may be challenging. …They get into these buildings with large landlords [who] get apprehensive if one or two situations happen."
While all agreed that re-housing options had shrunk considerably, providers emphasized the importance of spending time with consumers facing eviction (or threat of eviction) to explore and learn from their tenancy experiences, even if it added to delays in rehousing. Comments included: "Re-housing is typically more difficult, because… for the second and, and/or third housing to be successful, you need to understand why the first housing was not successful; and, "They can't understand how come they're not being housed again 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r P e e r R e v i e w 8 | P a g e issues had largely ameliorated with role clarity, the increased focus on housing maintenance (rather than placement) with consumers and strained relationships with some landlords created new tensions. As one housing worker commented "I think the service teams … were primarily and almost exclusively concentrating on working with the participant around their, you know, whether it be mental health issues, addiction issues….and maintaining the tenancy was almost like an afterthought…" Participant Contact. At baseline, challenges with achieving the threshold of nontreatment participant contact were associated with managing growing caseloads during rapid enrollment, and teams negotiating how they would work together. These issues mostly resolved over time, but new ones emerged as the implementation landscape shifted and increased attention to other recovery goals. Some participants preferred less frequent contact once settled into housing; this provider noted: "[at baseline] there was almost a willingness like to connect…to try to get housing, you know. But then once people got housing …there's some that didn't want to meet anymore." Several noted some participants missed appointments with staff and/or declined frequent face-to-face visits ("We have some clients that every time the worker schedules an appointment, they're not home and it's really hard to see them at all"). Providers hesitated to enforce frequent visitation for resistant participants for fear it would harm the therapeutic relationship, as this focus group exchange illustrates (// indicates change in speaker):
You have to meet with people on a weekly basis. Sometimes I actually think that affects your relationship with them.//Because there are some people who don't need to meet on a weekly basis.//Or you find if it's too frequent of a visit, there's pushback.//People withdraw.//Yeah …sometimes it can come across as a bit condescending …You know, they're like ,"I'm okay. I'm not a kid. You don't need to check on me every week." Struggles to maintain regular contact also increased due to participants settling into housing dispersed across broad geographic areas. ("I think that the geography is against us. We serve the whole city and that becomes really problematic."). One director explained case managers' general frustration: "They might have a day where they've tried to cluster some clients [Western suburb] and then they get a crisis call from somebody faraway [in Eastern suburb]. Then they have to spend half of their day trying to get over there..." It is notable that all of the teams scored 4/4 at follow-up on the fidelity item "mobile services," assessing whether providers can deliver services where participants choose, yet contact persisted as a challenge.
Sometimes "doubling up" providers on visits was necessary to address safety-related issues, which also affected workloads and capacity to maintain frequent contact with participants: "When a client does something that's illegal, whether it's a threat, whether it's a bodily attack, then basically what happens is we change the worker or they're deemed to be not safe and… we end up with a double worker." Again it is notable that though all of the teams, at both baseline and follow-up, had appropriate caseload sizes (4/4 ratings on the fidelity item "low participant/staff ratio"), their struggle to maintain regular contact endured. Participant Representation. Providers unanimously endorsed the value of meaningful participant representation, yet the challenge to actualize it persisted. The reasons offered for their lack of progress over time suggest they had been preoccupied with, or distracted by, other demands in early implementation, such as finding housing quickly and supporting participants in that transition. For example, several providers commented on participants' focus on maintaining their housing: "People are in the early stages of their recovery, and I think we had hoped that as soon as they got housing there'd be more desire to give us feedback … But a lot of it was survival things for a long time." Others talked about lack of clarity in determining which 10 | P a g e participants should be approached and how they could best become involved: "Like I think we need to have more of a screening tool on who gets accepted… clear expectations of what their role is;" and, "There's been a little bit of tension around figuring out how they could be used." A few thought strong leadership would be helpful, as this manager recommended: "assigning perhaps to one partner the lead role for engaging people with lived experience, and conveying with that role a leadership over how it would unfold."
Exposed Key Strengths
Perhaps the biggest impact of a dynamic, shifting implementation process is the value of hindsight, of lessons learned from experience. The fidelity assessment combined with the implementation evaluation enabled providers to reflect on, and maximize the benefit from, these lessons. Asked to identify what had contributed the most to their implementation successes, two related factors emerged in their responses -commitment, and collaboration and support.
Commitment: Providers' commitment to working within a Housing First model and shared belief that this approach would help hard-to-serve consumers enabled them to respond to implementation challenges flexibly and effectively. As one provider put it, "the determination, the commitment to the philosophy, the communication with each other and the mutual respect, based on the common belief in the approach." Many emphasized the importance of the model's requirement for continuous service engagement: "The desire to persevere and not lose somebody, not give up on somebody…the teams were very determined not to let anyone go if they could help it; and, "The desire to make a difference for people who have really languished.
Though this commitment was a clear strength for all teams at baseline, many found it increased after witnessing successes. As one provider said, "This has worked for people who were in a very dark place for a long time," and another, "I think the main lesson is that we are all, as providers, probably too quick to discharge clients. ….I've learned that you can affect change amongst… most of the people in that group with a whole lot of patience and tenacity." Collaboration and Support: Another key theme was the importance of mutual respect and support at both provider and agency levels. Among partner agencies, for example, providers described an "environment of collaborativeness"; the sense of "we're all in this kind of together." Having partners with a range and depth of expertise was key; providers especially valued the role of psychiatrists, clinicians ["because more and more people are taking care of those health issues that they have maybe neglected"], and peers with "similar lived experiences"[ "our staff also have similar lived experiences, being from different ethnic communities and having experienced a lot of the barriers that our clients are experiencing…there's that connection that helps."] They also emphasized the importance of peer support and team cohesion to their capacity to implement the model. As one ICM provider noted, "Even though we each have a case load of like 17, it feels like we're all supporting the case together. So, I think that really helps with a lot of the stress and the burnout." Regularly talking with provider teams from other At Home sites also created important opportunities for support: "to share and learn from each other… [it] .has been a very useful vehicle for problem solving." In addition to facilitating fidelity to the model, these factors -commitment to the model, and effective collaboration among diverse partners -created a foundation which enabled providers to respond flexibly to implementation challenges as they arose, and to develop innovative solutions uniquely customized to their local contexts.
Discussion
HF is a popular evidence-based intervention which has been broadly disseminated, though with significant variability in its implementation (Tabol, Drebing, & Rosenheck, 2010) , and scant research guiding its sustainability over time. This study contributes to this literature by applying fidelity measures and qualitative methods to explore shifts in HF implementation over an 18 month period, and examining the impact of a dynamic urban context on practitioners' capacity to sustain fidelity to the model. Providers achieved high fidelity to the model's key elements at baseline and, with a few exceptions, maintained or improved it over time. While this affirms the utility of a fidelity tool to quell concerns about variability and program drift, practitioner insights revealed contextual shifts in implementation over time and key strengths that supported fidelity to the model. Dr.
Chambers and colleagues recently developed a Dynamic Sustainability Framework (DSF) which
asserts that tracking such shifts in implementation is key "to continuously refine and improve interventions as they are sustained" and ensure optimal fit to their settings (Chambers et al., 2013) . The major shifts identified in Toronto's experience -streamlined administrative processes and marked changes in participants' housing and service needs (and thus in providers' foci) -morphed some early trouble-spots into persistent challenges. Finding housing of consumer's choice, an early hurdle, shifted to challenges of retaining landlords, and strengthening collaborations between housing workers and case management teams to address re-housing strains. Maintaining weekly contact with consumers remained a challenge as some consumers preferred less frequent contact, caseloads were broadly geographically dispersed, and safety concerns sometimes necessitated visits in pairs. And, challenges of participant representation became a higher priority once caseloads stabilized, but remained unmet due to new, competing demands on providers and lack of established models to draw from in its operationalization. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r P e e r R e v i e w 13 | P a g e landlord burnout "a significant hurdle to housing" particularly for those actively using substances (George, Chernega, Stawiski, Figert, & Bendixen, 2008) , p. 175. Challenges associated with a lack of role clarity between housing and service providers also emerge in various forms in the literature. One study, for example, suggests blurred roles make it "increasingly difficult for consumers to develop trusting relationships with case managers" (Watson et al., 2013) , p. 7.
Others have noted that service providers find their housing support duties detract from their ability to deliver service and treatment (George et al., 2008; Henwood et al., 2011; Matejkowski & Draine, 2009) . While these roles can be carried out in a variety of configurations, not always by separate teams, the importance of these relationships to effective HF implementation, the frequency of this as a theme in the literature, and the changes in the nature of these relationships posing new challenges for our teams suggests it warrants further investigation.
Adherence to consumer choice resulting in housing delays and/or in reduced frequency of participant contact has also been noted. One author, for example, remarked that "limits on both assistance with housing and treatment provision are the result of consumers' decisions not to request or accept staff support" (Matejkowski & Draine, 2009 ), p.10, and a review of twenty supported housing programs in California, using HF fidelity measures, found substantial variation in adherence to consumer choice (Gilmer, Katz, Stefancic, & Palinkas, 2013) . It is noteworthy that in the present study, teams struggled to balance adherence to choice with achieving fidelity, but also that this balancing act became more complicated as time passed: affordable, "decent" market rent units in desirable locations became scarcer; landlord relationships strained when some participants' behavior led (or nearly led) to eviction; and, it took more time to ensure consumer success in their second or third housing placement. Again, these contextual shifts -and innovative solutions and adaptations to address them -would have This study also revealed complexities underlying fidelity scores. We found causes for low ratings at follow-up were different from causes for equally low ratings at baseline; that is, fidelity scores effectively highlighted persistent trouble-spots, but resolving them requires knowledge of underlying causes. This study also exposed discrepancies between fidelity scores and provider experiences. Even though these teams earned and maintained the highest fidelity scores on staff/consumer ratios and mobility of services, for example, they struggled to manage consumers' complex needs and maintain weekly contact. This study also exposed key strengths, namely strong commitment to the HF approach, and respectful collaboration and support at provider and agency levels, which contributed to high fidelity scores, which served as a foundation for flexibly responding to challenges as they arose and devising effective solutions to meet local needs.
Study limitations. Implementation is a complex process involving multiple contexts; though stakeholders and participants were engaged in the assessment process, our study focused on the experiences and perspectives of service providers. These voices are critical to exposing the complexities of implementation and changes to implementation challenges over time, but a more comprehensive picture would encompass system and organizational contexts, and a stronger participant representation. We identified persistent challenges to implementation using a subjective judgment about which fidelity scores were "low" on average; given our teams scored high on fidelity overall, these "lows" were determined only in relation to other scores.
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